From surveying the literature, one would surmise that opinion at the moment is divided, more or less equally, on the question of whether or not 'parity'" is aetiologically linked with epilepsy. Among those who say yes, the majority claim that it is the first born that is most likely to be affected; however, a few claim that it is the later born who are more apt to suffer trauma at birth and therefore develop epilepsy. Unfortunately, none of the above studies are comparable with one another, for wide differences may be found between them in one or more of the following five pertinent considerations: 1 Definition of factor to be studied, 2 type of epilepsy studied, 3 method of ascertaining index cases, 4 selection of controls, and 5 method of evaluating parity. Because of these manifold differences it is not a paradox to say that possibly all of these studies may be correct. However, insofar as contradictory answers to the same question cannot both be correct, the question is worth reexamination.
The debate concerning parity as a factor in epilepsy has been raging actively for at least 50 years. Those who have investigated and reported the subject tend to hold tacitly to their original conclusions, for or against. The majority of those who are interested in the answer but who have not contributed original data appear to abide by whatever happens to be the last published report, for or against.
Most recently, Colver and Kerridge (1962) reviewed some of the studies, difficulties, and controversies alluded to above, and, from their own data of 174 cases of central (21), focal (45), or undifferentiated (108) epileptics who had suffered 10 or more 'convulsion days' concluded that 'it has been established beyond reasonable doubt that epilepsy as defined above is more frequent in first than in second born children'. These investigators cautiously suggest that their results 'taken with the similar birth order differences among stillbirths and deaths in the first week of life are at least consistent with the hypothesis that these occurrences and epilepsy in childhood may have important causes in common'. The Lancet (1962) ' family size' is numerically smaller than the mean pregnancy number which is here designated by s. The effect of this is that the lower birth-order ranks are over-represented and the higher ranks are underrepresented by an equal amount. If one looks at the totals for birth order and pregnancy order a simple calculation will show that birth orders I to III overrepresent pregnancy orders 1 to 3 by 100 cases; and, of course, birth orders IV to XVI under-represent pregnancy orders 4 to 17 by 100 cases. In our data this transition from over-representation to underrepresentation occurred between ranks III and IV. Where it will occur in other data will depend upon the mean of s. In evaluating parity, the mean size and range of s is, in many ways, even more important than the distinction between birth order and pregnancy order. Yet, in far too many reports this is not taken into consideration. It means nothing to say that in a large study over 50 % of epileptics were first born, if in approximately 50% of the families s = 1. The smaller the mean of s is, the higher will be the proportion of first born.
As early as 1914, Greenwood and Yule reported what has come to be known as the Greenwood-Yule method of testing for parity effect. It has been used for testing for birth order effect and for pregnancy order effect. Halperin (1953) , McKeown and Record (1956) , and others have shown that the method is not completely free of faults; however, it has certain advantages which have made it a popular test.
In brief, the In Table II , the pregnancy order of 986 probands who present a history of having had at least one bone fida convulsion is analysed for pregnancy order effect. The results clearly indicate that the pregnancy order of these convulsant probands is randomly distributed for the cumulative x2 (13-39), for 8 d.f. gives P = 010, that is, there is no evidence for any pregnancy order effect. Table III , the pregnancy order of 293 probands who have never had any convulsions is given and analysed for pregnancy order effect. Again, the pregnancy order of these non-convulsant probands appears to be randomly distributed (P = 0 10). Because of the heterogeneity of the convulsant and non-convulsant probands, we have divided our material into the following 11 groups on the basis of clinical and electroencephalographic criteria. Depending on the number of criteria used, the groups may be distinct or they may overlap.
Similarly in
1 The only criterion used here was that the proband had at least one bone fide convulsion. This is the group whose pregnancy order has been analysed in detail in Table II . It includes 99 hemiplegics who had one or more convulsions concomitant with the hemiplegia.11 In a sense, this is the absolute experimental group, for the probands are brain-injured children whose cerebral palsy, in this case, hemiplegia, is substantiated by the presence of a focal electroencephalogram. The 11 groups of convulsant and non-convulsant probands are listed in Table IV . In none of these groups was the pregnancy order of the proband found to be other than randomly distributed. Another, and equally justifiable criticism which has been raised by McKeown and Record (1956) , is that the Greenwood-Yule method is best applied to completed families. Some of the families of this study are complete and others are not. For group 1, treating the completed families separately from the incomplete ones, we were unable to find any significant difference. Judging from Table V, there are certainly no obvious differences between the groups in average sibship size, i.e., s, and percentage per pregnancy order. This indicates that the families of the nine convulsant and two non-convulsant groups are equally completed or incompleted. Any resultant bias therefore appears to be equally distributed among the experimental and control groups.
To do away with any bias that may have occurred because of the method of ascertainment we examined the pregnancy order of 231 convulsant siblings of group 1 and 107 convulsant siblings of group 4. It will be recalled that group 1 is a highly heterogeneous group whereas group 4 is a highly specific one, particularly as to the type of electroencephalogram. Table VI On the basis of the presence or absence of convulsions and on the type of electroencephalogram, the pregnancy order of nine groups of convulsant and two groups of non-convulsant probands was analysed. (It is of particular interest that one of the convulsant groups involved brain-injured children whose cerebral palsy was substantiated by the presence of a focal electroencephalogram.) In none of these 11 groups was pregnancy order found to be other than randomly distributed.
When live borns only were considered, an analysis of the various convulsant and control groups failed to reveal any birth order effect.
It is suggested that profound conclusions based on the assumed association of birth order and/or pregnancy order with epilepsy be withheld until such an association has been demonstrated. The present study has failed to demonstrate such an association.
